inter alia, the CQC for England, the Mental Welfare Commission for Scotland, and in Wales, the Healthcare Inspectorate. NPMs are independent national bodies that have the mandate to conduct regular visits to places of detention, as well as to make recommendations and observations to the government and relevant authorities to improve the situation of persons deprived of their liberty. They have a key role in the prevention of torture by conducting regular visits to places of detention, and they also have a broader preventive function, which involves raising awareness and highlighting the issues of torture and OPCAT within the State. 13 There is considerable variability within States about the choice of body as NPM. The UK is unique in that it has designated numerous organisations as the NPM, in contrast to other countries who have only one designated NPM, such as an ombudsman or national human rights institution. As some commentators have noted, 'one size does not fit all' 14 but the divergence of approaches has meant that NPMs have attracted considerable attention and challenge. For organisations, such as the CQC, which have a broader regulatory mandate in addition to their NPM mandate, it can be difficult to prioritize the NPM work and align the two functions. Nevertheless, it is clear that the unique NPM aspect of the OPCAT has 'been seen as raising the most potential for improved implementation by the State' The focus to date has been very much on the NPMs visiting mandate, and the OPCAT's Subcommittee on the Prevention of Torture (SPT) has produced guidance to NPMs on how this mandate should be discharged. 17 The OPCAT expressly requires that such NPMs be designated by the State parties, and details some of the basic powers and protections necessary for a NPM to be effective. The key elements of that effectiveness are: a blend of appropriate experience and expertise of visiting teams; a regular system of preventive and unannounced visits and operational and financial independence from the State. 18 The involvement of service users in inspection arrangements coupled with a focus on protecting human rights are also highly desirable in this context. Accordingly, the study design was aimed at exploring these aspects of the CQC's mental health monitoring function.
II. THE RESEARCH STUDY
The project focused primarily on the work of Mental Health Act Commissioners (MHACs) and involved semi-structured interviews with a self-selecting sample of
Commissioners and other employees working in the mental health division of the CQC. A self-selecting sample is quicker to recruit and it is generally easier to gain access to the participants. However, the study is relatively small in scale and there are obvious limitations to this approach. 19 It will not necessarily be a representative sample and may be subject to bias, and is not therefore reflective of the experiences of all MHA Commissioners. However, the aim of the research was not to produce generalizable results, but rather explore the work of some Commissioners in depth. And given the paucity of data to date, the qualitative data presented here does provide some useful and interesting insights into the work of Commissioners and the impact the CQC take-over has had on their s. 120 monitoring role. In 16 ibid. 17 SPT, Guidelines on National Preventive Mechanisms, CAT/OP/12/5, 9 December 2010. This is discussed in more detail later in the article. 18 Several concepts appear in Article 19 which are fundamental to the NPM -preventive visits;
undertaken on a regular basis that form part of an overall system of visits; experts of the NPM should have the required capabilities and professional knowledge and the NPM should have functional independence from the State. Article 20 provides that NPMs should also have the opportunity to have private interviews with persons deprived of their liberty without witness and the liberty to choose the places they want to visit and the persons they want to interview. vii particular, the data sheds further light on the visiting methodology and extent of the integration with the compliance arm of the CQC. The data is further limited as the study did not include interviews with service users. This was not possible due to the timescale and difficulties in accessing patients who may have spoken to Commissioners, particularly those admitted on acute short-stay wards. 20 In that sense, the data collected from the Commissioners relating to their perceived effectiveness in terms of impact on service users may be distorted.
It should also be borne in mind that the comments are anecdotal, as it has not always been possible to verify their accuracy by independent/supporting evidence. However, some attempts at triangulation 21 were made through observations, by checking interview content against other interviews for consistency and consulting supporting documents, where possible.
The interviews took place between January and October 2012. The interviews were voluntary and conducted on the basis that the identity of the participants would not be disclosed. Volunteers were sought via an email circulated to Commissioners and information about the study was also included in the Commissioner's quarterly newsletter. The sample of 18 respondents represents 15% of all active Commissioners (there are currently approx. 100 visiting commissioners). They were drawn from a number of professional backgrounds, including social work and mental health nursing as well as CQC and mental health services/ management/ administration, and they were based across different geographical locationsranging from cities to rural countryside across England, predominantly across the South West, South East and the Midlands. The sample did include a couple of Commissioners who were former service users. The respondents had varying levels of Commissioner experience -some were recent appointments (within the last 12-18 months or so) and others had performed the role for several years. After the initial email contact, arrangements were made to conduct the interview at a convenient neutral location. All participants were informed in advance about the purpose and scope of the research study and informed consent was sought from each participant before the interview took place. Participants were given an opportunity to withdraw from the study for a short period after the interview.
Each interview lasted between 60-120 minutes, depending on the time available to the interviewee and how much each interviewee wanted to say. All interviews were conducted on a face-to-face basis between the interviewer and participant. All participants agreed to be 20 It was apparent from the literature review that there is currently no data available about the direct experiences of patients/service users with MHA Commissioners/inspectors and there is clearly a need for further research in this area.
viii recorded. The data was coded using a numbering system and stored securely in accordance with Data Protection legislation. The recording was transcribed and a copy of the transcript was sent to each participant and checked for accuracy prior to the data being used in the study. It is important to establish trust and rapport between the interviewer and interviewee.
Accordingly, each participant was asked in a general way at the start of the interview about themselves and their role. Each respondent was prompted to explain his/her own background, professional expertise, how long they had worked as a MHA Commissioner/CQC employee and how / why they had chosen to take on the role. They were then asked the following broad trigger questions as a guide to the discussion, bearing in mind the key aspects of the s. 120 duty and the OPCAT monitoring framework:
• Explain your role as a Commissioner in terms of visiting methodology, contact with patients, staff & relatives/carers, reporting structure etc. Please clarify the proportion of announced/unannounced visits that you carry out and whether you have carried out any joint visits with service users and/or compliance inspectors.
• Are you aware of any relevant international/national human rights issues/standards, particularly the requirements of OPCAT for NPMs, and/or HR guidance from the CQC and to what extent does it inform your day-to-day monitoring & inspection work?
• Describe your relationship with the CQC compliance team -co-ordination and protocols; joint visits /reporting; communication and information exchange; has there been any formalization of the roles/responsibilities?
• What initial training did you receive to help you to perform the role? Do you receive any on-going support and training? If so, what form does it take -frequency, content etc and from whom?
• Can you provide specific examples of how you affect change/'make a difference' to patients? Do you think that patients value your monitoring work and the opportunity to talk to you? What about the staff perception of your role?
• Have there been any recent/are there any potential changes to the role, such as to visiting methodology? How do you feel about them and the future of your monitoring role?
The interviewer modified the questions for other CQC mental health division employees and asked the participants supplementary questions as required, to clarify and expand on their answers during the course of the interview.
The transcripts were analysed and the main findings are summarized below. It was apparent that, at the time of the study, there were a number of internal organizational changes ix taking place within the CQC, and many of the Commissioners in the study were uneasy with this and concerned about the future of their role. During transitional periods a degree of uncertainty is to be expected and this may have impacted on the nature of the responses during the interview. The CQC was also facing trenchant criticism from certain official bodies, the public and the media during the course of the study, which may also have impacted on staff morale and the perceptions of the interview sample. Nevertheless, a number of recurring themes have emerged from the narrative accounts of the respondents, indicating that the issues are shared among the wider group. These themes are outlined below, and some tentative conclusions may be drawn from them about the CQCs approach to monitoring mental health under s. 120 and its compliance with the OPCAT. health-care expertise (emphasis supplied). 25 As one interviewee remarked, it is important to preserve the blend of expertise as it 'brings credibility to the role' (Interviewee 3), which helps to promote respect and co-operation from patients and staff.
III. THEMES EMERGING FROM THE STUDY
Some respondents felt that this change to the complexion of the workforce had already started before the CQC took over, and may be explained by the fact that lawyers/doctors would be less likely to take on the role now due to changes in pay/working conditions. Also, employers may be less willing to release them from their regular job to perform the role:
'Back [in the mid-1990s] you would have had much more latitude in employers releasing people for two days a month and seeing it as part of their sort of career development… There's less of that happens these days and people find that if they want to be a Commissioner they have to do it in their annual leave or they have to work part-time and do it in the other half of their week when they are not working, so I think those were fundamental differences' (Interviewee 16) This interviewee also felt that 'the role lost a lot as a result of the loss of those other professions'. Some respondents commented on how much they valued the advice and support from other Commissioner colleagues, particularly those from a different professional background /discipline. It was clear for some that peer-support assisted them to perform their 25 The SPT has suggested that the NPM approach should be 'multi-disciplinary' and the involvement of 'I think we did a lot of qualitative monitoring and not enough quantitative monitoring and so, of course… the balance needs to be shifted but I would be sad if that was lost completely because it tells you an awful lot about the participation of patient and the respect for patients and whether people are listened to and whether they are given a platform to speak' (Interviewee 1).
Some expressed the view that recent changes to their working conditions and visiting methodology had already impacted negatively on the amount of time they felt they could spend meeting/talking to patients and staff during a visit: 'We visit less than under the old regime' (Interviewee 1) and there was a perception now that 'it is process driven and paperwork driven, I think we have become too paper orientated, too bureaucratic… at the expense of clients' contact,' (Interviewee 15) and 'Probably ticking more boxes now. …I don't see as many patients' (Interviewee 5).
This shift is also reflected to an extent in the CQC's Annual Mental Health Act
Monitoring reports. 27 Four have been published so far and they all contain far less detail and depth of analysis, in comparison with the MHAC's biennial reports. As one interviewee observed 'there is no richness in the story of [the CQC] reports' (Interviewee 4) as the focus now is more on key issues, rather than providing a comprehensive and detailed examination of the operation of the mental health legislation. This may be due to the fact that the reports are required on a more regular annual basis. But it could be indicative of the fact that the time spent with patients collecting such data has diminished or that the information is no longer assimilated centrally within the CQC. There is also an indication in the monitoring reports xiv that the total number of annual visits by Commissioners has declined since the CQC took over, 28 which echoes the views of some of the respondents in the study.
In light of the CQC's obligations as NPM it is crucial for the organisation to preserve the focus on qualitative monitoring and ensure frequent direct visits/contact with patients and service users. As provided in the UN SPT Guidelines for National Preventive Mechanisms:
'The State should ensure that the NPM is able to carry out visits in the manner and with the frequency that the NPM itself decides. This includes the ability to conduct private interviews with those deprived of liberty and the right to carry out unannounced visits at all times to all places of deprivation of liberty, in accordance with the provisions of the Optional Protocol'.
29
Another aspect of the visiting methodology emerged from the responses in the study, in that it was apparent that there was some variability in approach to the monitoring/visiting role among the participants. As Interviewee 16 noted: 'I know that there has been huge variability even within teams never mind different parts of the country there has not been consistency'. Whilst this does reflect individual styles and approaches, and provides flexibility and the ability to tailor visits to particular units/institutions and types of detained patients, it also creates inconsistency and uncertainty. This 'hit and miss' approach (as described by Interviewee 1) was recognised by other respondents in the study:
'I was given an enormous amount of autonomy in terms of how I manage my time, xv Indeed, the value of adopting a more homogenous approach to visiting was recognised by some of the respondents in the study: '…some of the more structured responses to gathering data and doing something with it were clearly needed for more consistency' and '…there is a lot of proposed new methodology and papers….. A more consistent approach.
That is very welcome… which has been a bit hit and miss in the past' (Interviewee 10). This could tie in with the SPT guidelines on good practice and visiting methodology for NPMs, which has been mentioned above. 30 Greater uniformity of approach to visiting could also be achieved by providing more effective and consistent management of Commissioners, as highlighted in the previous section: ' [managers] should be supervising and monitoring….I don't think the management of the Commissioners has been terribly consistent and some
Commissioners need more management than others and that's the same anywhere'
(Interviewee 16).
The CQC appears to be focusing on a combination of announced and unannounced visits, which is important from an OPCAT perspective -to ensure that there is a balanced approach of pro-active and reactive visits. However, some respondents were concerned that the balance may now have shifted too far in favour of unannounced visits, which can be counter-productive in some mental health settings, such as rehabilitative or disability units, Others felt that it was important to preserve announced visits so that patients are given an opportunity to prepare and meet with inspectors: 'the drive will be towards most being unannounced but that is problematic if you are going to certain places where people want to see you and they have already planned to go out' (Interviewee 7); 'If people don't know you are coming, the visit can't be managed' (Interviewee 3) and 'I think it can create a feeling that somehow you are trying to catch people out and the other big disadvantage for me with very few detained patients is you can roll up and discover they don't have any detained patients on that day so you've made a completely wasted visit' (Interviewee 8). One respondent also observed that 'things get cancelled for patients because we have turned up unannounced'
(Interviewee 4). Respondents stressed that there is a need to maintain some announced visits in a mental health context, perhaps to arrange professional support such as an interpreter or 30 Ibid. para. 5 and pp. 5-6.
xvi speech/language therapist: 'if you are visiting a specialist deaf unit where you might need interpreter support' (Interviewee 3); in a rehabilitative unit where patients may be out during the day, or a forensic/high secure setting where short term notice is required. As encapsulated in the following quote:
'I must just say that I have had complaints made about doing unannounced visits by the patients in forensic because they like to know when you are coming because if they have got a full work programme or they are on leave, if they are out for the day, we come and we have gone… And it is not the best way of getting material from staff as well, because if you want to speak to senior staff then they are not necessarily there' (Interviewee 1).
The CQC's ability to impose sanctions, take enforcement action and require providers to make improvements was welcomed by some: 'I mean that is one good thing about the CQC if
we're allowed to do our jobs properly that we have got teeth now and we can make providers . This can distort priorities, resulting in the promotion of the interests of the providers/staff above those of the patients/public and also lead to complacency and 'colour blindness' during visits. Some respondents acknowledged that they were aware of these dangers: 'I was very alert to it and I think most Commissioners are… But I mean having had a social work profession it's, that's one of the things that is beaten into you' (Interviewee 16); 'I managed to recognise the danger before it became a danger, a potential for an increased familiarity which might have taken the edge off objectivity' (Interviewee 2) and were mindful of the need to minimize it: 'I... should move and cover a different patch because after four or five years there is a danger you get too close to people you are working with and I thought it would be an idea to move' (Interviewee 10).
xviii One final point relating to the visiting methodology emerged from the interviews, in terms of following up recommendations and measuring the 'impact' of visits. The UN SPT Guidance to NPMs states that there should be clear and effective systems in place for making recommendations and following up implementation post-visit. 31 There seemed to be a degree of uncertainty and lack of clarity among some respondents about the existing process for submitting visit reports, how that is fed back to the unit/providers (as well as to generic compliance inspectors) and subsequently monitored: 'The annual statements, we wrote them last year but we were asked not to write them this year, we are told that the relationship with the provider is through compliance so we are meeting less and less with the senior managers and doctors' (Interviewee 1). There are also concerns that some issues are not picked up by either compliance or commissioners and may fall within the gaps: 'there does seem to be a gap in the middle between the monitoring standards overall and the detail of individual patients and individual wards' (Interviewee 1). This points to the need for the CQC to promote greater clarity and consistency in this regard to ensure effective follow-up, in line with the SPT guidance. This could be facilitated by more systematic data collection and central co-ordination.
C. Human Rights Focus and Service User Involvement
The CQC has stated that it has a strong commitment to equality and human rights, 32 See further www.cqc.org.uk/public/about-us/corporate-strategy-reports/equality-and-human-rights /:'Our equality and human rights work means that we put individuals at the heart of health and social care services'. Indeed, the majority of participants in the study indicated that they were firmly committed to human rights issues and were aware of the need to focus on basic human rights and protections whilst carrying out their visits. However, this seemed to be dependent on the individual Commissioner and their professional knowledge and personal commitment to human rights, rather than any central guidance/direction from within the CQC. As one participant remarked when questioned about this: 'that's been diluted and dwindled and remains with individual Commissioners but that isn't where it should be, it should be with the organisation' (Interviewee 16) and another stated: 'I do know about human rights but I haven't had any training from the CQC about it. I just know about it because of my teaching so I am aware of it and I am aware that the CQC is a public authority and the obligations are. There is clearly a need for more human rights training here. This would also achieve a degree of consistency and uniformity of approach to the monitoring function and promote a greater level of engagement with substantive international human rights standards on the ground. here, you know. So that was enormously helpful' (Interviewee 6). It was also perceived by participants to be important for the patients to have an opportunity to talk to service users/former service users during the inspection: 'What was also useful was service users joining us in visits… They have a different, unique perspective which comes out of their own experience of being detained… It was quite reassuring for the clients that they had someone who was actually speaking for them as far as possible' (Interviewee 15). There was also evidence among some of the participants in the study of a strong commitment to promote greater service user involvement:
'it is very much my desire to… find stronger ways of representing the user voice through everything that we do around the Mental Health Act and thinking about our OPCAT responsibilities… I think we have to root our reporting of our activity and indeed how we subsequently design our activity in that user experience' (Interviewee 3). to help the CQC carry out its inspections. This commitment is echoed by some of the study findings: 'I think the really fundamental part of the CQC that has been there from the outset, which is still there, is about making sure that the voices and experience of people using services actually influence the regulatory judgements. We've got lots of examples of that being done well…. The CQC findings are very much informed by the experience of the person using or receiving the service and I think there's a sort of general principle that works very well' (Interviewee 17). This is certainly a positive sign and goes some way towards promoting OPCAT compliance and awareness of patient perspectives in discharging the monitoring role.
D. Collaboration with compliance
Crucial to the CQCs success as an effective monitor is the extent to which the joint arms (compliance and mental health) are working together effectively. As noted by one respondent:
'… it is clearly a policy direction that the two will work more closely together, not xxiii It was encouraging to hear that the benefits of joint working with the compliance arm of the CQC were recognized by several respondents in the study: '...there is the other work force, the compliance work force working under the Health and Social Care Act which must demand that we rethink our role because it would be crazy to be going out there and all looking at the same thing… it is beholden on us to think about how best we use the resources and skills that we have in a way that doesn't duplicate what one is doing' (Interviewee 3) and 'I am happy to work with them and surprisingly they are very much like us' (Interviewee 5).
But there are indications that it has worked better in some areas than others, which is summed up in the following quotes: '… experience of working together has varied enormously… [and] the awareness of [the joint working] protocol amongst the compliance inspectors will also be variable' (Interviewee 3), and 'if you interviewed Commissioners from different parts of the country you would get different responses… and I think that is down to CQC structures in that particular region… it was haphazard would be the best way to describe it but not through lack of will'. Commissioners can do joint visits because I think it brings the two functions together.. At our regional teams people from the compliance unit will come and that has been incredibly helpful' (Interviewee 1); to more negative reactions: '...theoretically we are working together with compliance but they are doing their own thing and we are told to tell them what we're doing' (Interviewee 13); '… it is a bit of one way traffic' (Interviewee 5); 'I understand and appreciate and welcome the potential for integration but as far as I am concerned, which may be entirely to do with me, well largely, it hasn't happened yet. …My personal experience is extremely limited' (Interviewee 2) and 'I don't know why the compliance relationship is so poor in this neck of the woods' (Interviewee 14). These findings echo those of other researchers who have highlighted the challenges of joint working and collaboration in the public sector, due to cultural and professional differences and overlapping boundaries. This clearly signals a missed opportunity (thus far) to align and strengthen the monitoring and regulatory functions of the CQC and bridge some of the gaps mentioned here.
E. Staff and Patient Perceptions: Making an 'impact'?
Although Commissioners' powers are limited in that they are unable to discharge patients, having the opportunity to talk to an independent visitor was perceived by the Commissioners in the study to be appreciated by some patients: 'Most people seem to want to like the opportunity to talk to somebody' (Interviewee 13) and 'it is almost like a therapeutic informal form of counselling if you like and a rehash of their rights' (Interviewee 15). Of course, it must be remembered that the study did not include service users' direct experiences, so this evidence is purely anecdotal and unverified.
The CQC publishes very little evidence of its 'impact' for patients. Other research studies have pointed to the paucity of data and difficulties of evaluating impact in this context. 45 This was recognised by one of the respondents in the study: 'I do not think we are very good at collecting examples of where we have made a change or where we have made a difference… the outcome for the individual, the impact of our visits for the individuals' (Interviewee 3). In fact, it was felt by some respondents that assessing the 'impact' of an inspection, or outcome of a visit for patients, is easier in some settings than others:
'I think in particular like the high secure and maybe the medium secure where a relationship was built up because the patients stayed there a long time whereas in acute units or community units patients move on more and more quickly' (Interviewee 17). xxv difficult for the patients to see the results of aren't they, when we take those up and possibly have some success' (Interviewee 14). In the words of one Commissioner in the study:
'I think the times when they have felt helped ….obviously we are seeing them, as you know, privately and if they raise issues in relation to their immediate care on the ward which are mainly personal to them, then I invariably say shall we call in the Ward
Manager and talk about this, the three of us. And I facilitate that sort of discussion.'
(Interviewee 14)
In this way, Commissioners felt that they were able to effect change for patients (and staff too) and make an impact at a local or individual level, as well as discharge their visiting function under s.120. The SPT Guidance to NPMs stresses the importance of following up on the implementation of recommendations to assess the impact of visits, 46 and this would seem to be occurring with some MHA Commissioner visits, albeit on a more informal or ad hoc basis. The responses provided by the Commissioners in the study suggests that the CQC did not appear to be collecting or collating this data on a regular or systematic basis, but it would be an important and useful exercise to undertake to ensure a degree of follow up, in line with the SPT guidance. Some participants in the study did provide examples where informal discussions with hospital staff had led to changes/improvements in relation to the day-to-day life of patients on the wards, particularly about food/mealtimes and privacy. For example, one participant described how his involvement led to the discontinuation of offices being used as bedrooms for patients in one unit, due to concerns about privacy and patient safety -there was inadequate heating and a lack of privacy due to internal glass panelled doors. And another said: 'And so I've sort of been able to sort it out to make sure somehow they get cosmetics or whatever they need so that's an example where I've made a difference and they said so and a patient somehow wrote a letter saying, thanking me and then saying, and bringing up some other issues as well' (Interviewee 11). Another specific example included asking staff to put 'privacy film' on exterior windows for patients: 'that was one issue that I got resolved, in fact they put a privacy film on all exterior windows because patients in the garden from another ward were able to look into the bedrooms' (Interviewee 8).
And the following provide further examples from participants of the issues that seem to matter to individual patients:
'The issues that I pick up on, and it's a bit of a sort of dialogue between me and the patients… prescriptions in particular, I go to quite a few low secure units and things like use of mobile phones, they can't use mobile phones, but sometimes patients wherever they go, even if they've been escorted. They can't get out in the garden area without an escort, even though it's fenced in and very safe. You never know, they might have an escorted leave out in the community, and they're not allowed to go out into the garden, its issues like that' (Interviewee 11).
Another opined:
' Conversely, another participant felt that the CQC now had a more potent effect as it 'tends to install a sense of doom more than the Mental Health Act Commission did, so I think people recognise, staff recognise that the CQC is a force to be reckoned with rather more than the Mental Health Act Commission was' (Interviewee 2). Some Commissioners however reported that ward/unit staff may be 'confused' (Interviewee 16) about the relationship between MHA Commissioners and generic inspectors: 'they confuse us with [compliance] inspectors' (Interviewee 4). Again, there is obviously a need for greater clarity to be provided to the sector and the CQC's own inspectors on the relationship between the two arms of the CQC and their respective functions, especially the significance of the NPM role.
IV. CONCLUSION
Dame Brenda Hale opined that the MHAC would be a very 'hard act to follow' 50 and the findings from this study would suggest that she was not far off the mark in her prediction.
The findings presented here suggest that the CQC does still have some way to go to discharge its monitoring functions in an effective manner in line with the OPCAT. xxix inspections. There is also evidence of some integration and joint working with compliance (although it is somewhat 'haphazard') and some anecdotal evidence, which suggests that a subtler, more collaborative approach to monitoring can be perceived as effective in bringing about change. It is often key in establishing trust and good working relationships with providers, which can be productive and beneficial for both patients and staff. In the wake of the Mid Staffordshire Public Inquiry, it is crucial to promote trust and openness within the NHS. And the CQC should endeavour to convey how it is building trust and making this type of 'impact' more clearly to its staff, patients and the wider public.
However, there are indications from this study that the transition has not been without Other researchers have alluded to the fact that for many NPMs, it is often perceived to be 'business as usual', but the NPM mandate requires additional resources and OPCAT 'adds a different strand to the visiting mandate'. 51 In that sense, the OPCAT NPM responsibilities and how they link in with the s. 120 duty, should be made more explicit to front line staff.
It is also significant that concerns were expressed by several Commissioners in the study about some of the changes to the visiting methodology -in particular the apparent shift towards a more tick-box approach and the perceived diminution in direct contact with patients. This is regrettable, as the patient interview is at the core of the s. 120 duty and is crucial to maintain from an OPCAT (Article 20) point of view. The responses of the sample suggest that there are also currently inadequate systems in place for following up recommendations and assessing the impact of visits, and this is another area of concern, as it is recommended by the SPT in its Guidance to NPMs.
In response to some of the external criticisms of the organisations, the CQC embarked on a strategic review towards the end of 2012, part of which involved a public consultation. This engagement with the public, patients and providers is significant and 51 R Murray et al op cit p. 119.
xxx suggests that the organisation is willing to promote service user/patient involvement and an inclusive approach to its work. The new strategy was launched in April 2013 52 and the overall focus has been placed on increased service user involvement and promoting patient rights.
The regulator is taking positive steps to publish better information for the public, introduce national teams with specialist expertise and develop new standards of care. Specifically, with respect to mental health monitoring, there is a commitment (on paper at least) to strengthening patient rights in line with the OPCAT requirements and to align more closely the mental health and mental capacity oversight. 53 Some of the findings from this study have demonstrated that awareness of the OPCAT and/or the CQCs specific NPM role among some front-line inspection staff is patchy and/or inconsistent. To date, there has been limited engagement on the ground with substantive human rights standards or the OPCAT requirements and little practical guidance offered by the CQC. The CQC's new strategy also pledges to continue to involve people with direct experience of mental health care more extensively in the inspection and monitoring work, through the Experts by Experience programme. 54 There is also a commitment to improve the training and guidance to front life staff. 55 This emphasis on training is crucial and is also recommended by the SPT in its guidance to NPMs, 56 as there is some anecdotal evidence from this study with regards to confusion about boundaries, roles and responsibilities as well as some lack of central support and guidance. The strategy has been bolstered in a mental health context by further commitment to expand Commissioner expertise and integrate the compliance/mental health monitoring functions. 57 Moving towards a more collaborative approach is clearly necessary and desirable. So too is the CQC's fresh commitment in the strategy to including 'professional experts' from 'the range of disciplines' to carry out mental health inspections, including doctors, psychologists, pharmacists, and 'other therapists', although legal experts (as recommended by the SPT) are not included on the list.
xxxi
The new strategy is promising. There are signs that the CQC is committed in principle to clarifying and improving the monitoring system and OPCAT compliance and is already taking steps to remedy some of the deficiencies. It is also important to clarify public/staff expectations of the organization and try to eradicate confusion about roles/functions as well as support front-line staff. Plans to increase integration and merge findings in a single report for providers 59 will certainly assist with this process. However, the strategy is suspiciously silent on the precise details of the new approach. There is very little indication of how many extra visits will be carried out for detained patients and what inspectors will be focusing on during the visits. In that respect, it is unclear to what extent the new strategy will remedy the concerns expressed here about the diminution in visits and apparent shift towards a more quantitative approach. There is also very little detail in the strategy about how the CQC will be assessing the impact of its monitoring role and following 3, para. 27.
